







	 	 	 	 	
	 	
	 	 	 	 	 	 	 	 	 	 	 	
	 	





































































The	 mental	 healthcare	 of	 prisoners	 is	 seen	 as	 a	 public	 health	 challenge	 internationally.	
Emerging	research	has	highlighted	higher	rates	of	mental	illness	and	intellectual	disabilities	
in	prisons	as	compared	to	general	population	prevalence	across	multiple	jurisdictions.	This	is	
reflected	 in	 higher	 rates	 of	 adverse	 outcomes	 such	 as	 suicide	 rates	 amongst	 prisoners.	
Psychiatrists	 visiting	prisons	play	a	 key	 role	 in	providing	 clinical	 guidance	and	expertise	 in	
managing	those	with	mental	illness	in	prison,	identifying	those	that	need	diversion	from	the	
criminal	 justice	 system	 and	 highlighting	 those	 that	may	 need	 additional	 support	 so	 as	 to	
reduce	suicide	risk.	This	is	done	whilst	operating	in	an	environment	with	specific	clinical,	legal	
and	ethical	challenges.	As	presented	in	this	thesis,	Irish	prisons	have	higher	rates	of	multiple	
vulnerabilities	 including	 mental	 illness,	 substance	 misuse,	 homelessness	 and	 intellectual	




















































































































































































































































This	 thesis	 provides	 insights	 into	 the	 prevalence	 of	 multiple	 vulnerabilities	 amongst	 Irish	
prisoners,	 as	 well	 as	 patterns	 of	 diversion	 from	 one	 regional	 prison.	 The	 prevalence	 of	
psychotic	 illness,	 substance	 misuse	 disorder	 and	 homelessness	 in	 Irish	 prisons	 is	 higher	






















Irish	 prisoners.	 Chapter	 2	 (accepted	 for	 publication)	 is	 a	 descriptive	 study	 of	 mental	
healthcare	 interfaces	 in	 a	 regional	 Irish	 prison.	 Chapter	 3	 (accepted	 for	 publication)	 is	 a	
systematic	 review	 of	 the	 prevalence	 of	 Intellectual	 Disabilities	 in	 Irish	 prisons.	 Chapter	 4	
(accepted	for	publication)	proposes	a	care	pathway,	developed	through	expert	elicitation	to	
guide	 management	 considerations	 for	 prisoners	 with	 an	 intellectual	 disability.	 Chapter	 5	
(published)	is	a	narrative	systematic	review	of	ethical	issues	for	physicians	when	managing	
prisoners	on	hunger	strike.	Chapter	6	 (published)	summarises	 legal	 issues	relevant	to	 Irish	




The	 findings	 from	 this	 thesis	 could	 be	 used	 to	 inform	 service	 and	 policy	 development	
addressing	 the	 needs	 of	 those	with	mental	 illness	 in	 Irish	 prisons.	 They	 can	 be	 used	 as	 a	
benchmark	for	international	comparison.	They	provide	a	baseline	to	which	future	studies	may	
usefully	refer	to,	when	evaluating	the	outcomes	from	service	and	policy	development.	The	





scenario	 where	 little	 guidance	 existed	 beforehand.	 Whilst	 developed	 in	 Ireland,	 it	 has	








In	 summary,	 the	 studies	 in	 this	 thesis	 aim	 to	 impact	 care	 in	 prison	 settings	 through	 the	
assessment	 of	 need	 and	 development	 of	 care	 pathways.	 Whilst	 the	 anticipated	 impact	
includes	driving	service	change,	stimulating	further	research	interest	and	improving	standards	
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We	 found	 8,	 6	 and	 5	 studies	 quantifying	 the	 point	 prevalence	 of	 major	 mental	 illness,	
substance	misuse	and	homelessness,	respectively.	Considerable	heterogeneity	was	found	for	
each	subgroup	(except	psychosis	where	substantial	heterogeneity	was	observed)	and	random	
effects	 models	 were	 used	 to	 calculate	 pooled	 percentages.	 The	 pooled	 percentage	 for	
psychotic	disorder	was	3.6%	(95%	CI	3.0%	-	4.2%),	for	affective	disorder	4.3%	(95%	CI	2.1%	-	










































Recent	 large	 scale	 systematic	 reviews	 have	 established	 that	 prisoners	 suffer	 multiple	
vulnerabilities	 including	 mental	 disorder,	 substance	 misuse	 and	 homelessness.	 Fazel	 &	
Seewald	(2012),	in	a	systematic	review	of	international	literature,	found	that	mental	illness	is	
overrepresented	in	prisoners.	They	identified	a	pooled	six-month	prevalence	of	psychosis	of	
3.6%	 in	 male	 prisoners	 and	 3.9%	 in	 female	 prisoners.	 The	 pooled	 prevalence	 of	 major	
depression	 was	 10.2%	 in	 male	 prisoners	 and	 14.1%	 in	 female	 prisoners.	 No	 significant	
differences	in	rates	of	psychosis	and	depression	between	remand	and	sentenced	prisoners	
were	identified.	The	authors	further	found	high	levels	of	heterogeneity	in	the	review,	partly	
























2006)	 and	 are	 risk	 factors	 for	 offending	 (Grann	 &	 Fazel,	 2004).	 Their	 prevalence	 in	
marginalised	communities	 such	as	homeless	populations	and	 in	prisons	 is	of	 international	
concern.	A	systematic	review	evaluating	substance	abuse	and	dependence	(Fazel	et	al,	2006)	









Incarceration	 is	 associated	 with	 homelessness,	 and	 homelessness	 can	 be	 a	 cause	 or	
consequence	 of	 incarceration	 (McCann,	 2003).	 Homelessness	 is	 in	 itself	 associated	 with	
higher	 levels	 of	mental	 illness	 and	 substance	misuse	 (Fazel	 et	 al.,	 2008)	 with	 both	 these	
vulnerabilities	 affected	by	 trends	 towards	 the	 closure	of	 long	 stay	psychiatric	hospitals	or	
“asylums”	(Paulson,	2012).	Dale	et	al.	(2005)	found	that	16%	of	those	incarcerated	in	the	San	










state	 prisoners	 expecting	 to	 be	 released	 in	 1999,	 found	 that	 12	 percent	 reported	 being	




in	 Ireland	 as	 of	 December	 2016,	 with	 a	 rate	 of	 imprisonment	 of	 79	 per	 100,000	 of	
population.	 The	 Irish	 prison	 population	 increased	 by	 400%	 from	 1970	 to	 2011.	 The	 14	
institutions	in	the	Irish	prison	system	consists	of	11	traditional	“closed”	institutions,	two	open	










Whilst	 reviews	 of	 international	 literature	 often	 report	 lifetime	 prevalence	 of	 these	
vulnerabilities,	 an	analysis	of	need	 informing	 resource	management	 requires	estimates	of	









of	 these	 vulnerabilities,	 which	 although	 relevant	 to	 their	 long	 term	 needs,	 may	 be	 less	
pertinent	when	 estimating	 immediate	 care	 needs.	 In	 this	 study,	we	 systematically	 review	
published	 studies	 which	 estimate	 the	 reported	 point	 prevalence	 of	 major	mental	 illness,	


















































PRISMA	 Guidelines	 (Moher	 et	 al,	 2009)	 were	 followed	 in	 the	 conduct	 of	 this	 review.	 A	
research	 librarian	 (ID)	 conducted	 searches	 of	 PsycINFO,	 MEDLINE,	 PubMed,	 EMBASE	 &	
Google	 Scholar	 (1	 January	 1966	 –	 31	 December	 2016)	 for	 publications	 citing	 Irish	 data	
(Republic	 of	 Ireland)	 on	 point	 prevalence	 of	 Major	 Mental	 Illness,	 Substance	
misuse/dependence	and	Homelessness	amongst	prisoners	using	the	search	terms	“mental*,	
psych*,	prevalence,	disorder,	prison*,	substance*,	alcohol,	drug*,	misuse,	dependen*,	abuse,	
home*,	nfa,	 no	 fixed	abode,	prison*,	 inmate,	 jail,	 sentenced,	 remand,	detainee”	 and	also	
combinations	of	those.	
	
We	 additionally	 searched	 websites	 of	 the	 Irish	 Prison	 Reform	 Trust,	 Mental	 Health	
Commission,	 Irish	 Prison	 Service	 and	 the	 Council	 of	 Europe.	We	 augmented	 searches	 by	
reviewing	 research	 repositories	 including	 Lenus	 (a	 repository	 specific	 to	 the	 Irish	 health	
service),	Scopus	and	reviewing	governmental	reports.		
	
As	 overarching	 general	 inclusion	 criteria,	 studies	were	 required	 to	 1)	 be	 drawn	 from	 the	













Mania	 with	 Psychosis,	 Drug	 induced	 psychosis)	 and	 Affective	 Disorder	 (Major	
Depressive	 Disorder,	 Bipolar	 Affective	 Disorder).	 Inclusion	 required	 the	 use	 of	 a	







2) Studies	 on	 Substance	Misuse	 and	 Alcohol	Misuse	 were	 included	 where	 diagnoses	
were	 made	 using	 a	 standardised	 diagnostic	 classification	 and/or	 psychiatric	
assessment.	For	the	purpose	of	this	study,	“misuse”	was	defined	as	harmful	use	or	
dependence.	Studies	based	solely	on	self-reported	symptoms	or	drug	testing	(Long,	
2008)	 were	 excluded,	 as	 were	 those	 drawn	 from	 prison	 subpopulations	 such	 as	
hospitalisation	samples	or	screened	sub	samples	where	the	screening	tool	used	did	
not	 target	 substance	misuse	 (O’Neill	 et	 al.,	 2016;	McInerney	et	al.,	 2013).	Data	on	




3) For	 the	 purpose	 of	 this	 study,	 homelessness	 was	 defined	 as	 included	 those	 living	
“homeless	and	roofless”	and	in	“unsettled	accommodation”.	Data	on	homelessness	


















upon	 committal)	 a	 proportion	 meta-analysis	 was	 conducted	 to	 calculate	 the	 pooled	
percentage	of	prisoners	who	were	suffering	from	each	outcome.	Inconsistency	was	measured	
across	 studies	 using	 the	 I2	 statistic,	 which	 reflects	 the	 percentage	 of	 variability	 in	 effect	
estimates	 due	 to	 heterogeneity,	 rather	 than	 sampling	 error;	 30%	 to	 60%	 is	 considered	
moderate	levels	of	heterogeneity,	50%	to	90%	substantial	heterogeneity	and	75%	to	100%	
considerable	heterogeneity	 (Higgins	et	al.,	2011).	Heterogeneity	 in	meta-analysis	 refers	 to	
when	the	true	effects	being	evaluated	differ	between	studies.	If	the	variation	between	the	













































We	 reviewed	 408	 abstracts	 of	 which	 inclusion	 criteria	 were	 met	 for	 8,	 6	 and	 5	 studies	































was	 4.3%	 (95%	 confidence	 interval	 =	 2.1%,	 7.1%)	 (Figure	 3).	 There	 was	 considerable	
heterogeneity	 in	 the	 percentage	 diagnosed	with	 an	 affective	 disorder	 across	 studies	 (I2	 =	
91.9%;	Cochran’s	Q	p<0.001).		
	
Prevalence	 from	male	 samples	was	 2.33%	 (n=180/7697).	Only	 two	 studies	 (Mohan	 et	 al.,	
1997;	Wright	et	al.,	2006)	evaluated	prevalence	in	a	purely	female	sample	and	estimates	for	
females	were	9.1%	(n=21/231).	Estimates	of	prevalence	in	purely	remand	samples	could	be	





Six	 studies,	with	 a	 total	 sample	 size	of	 1659	prisoners,	 reported	alcohol	or	 substance	use	
















(n=775/1520)	 for	 substance	 use	 disorder.	 Two	 studies	 (Mohan	 et	 al.,	 1997;	Wright	 et	 al.,	
2006)	evaluated	prevalence	in	a	purely	female	sample	and	estimates	for	females	were	17.2%	
(n=24/139)	 for	 alcohol	 use	 disorder	 and	 62.6%	 (n=87/139)	 for	 substance	 use	 disorder.	
Estimates	of	prevalence	in	purely	remand	samples	could	be	extracted	from	only	one	study	





Five	 studies,	with	a	 total	 sample	 size	of	1523	prisoners	 reported	homelessness	at	 time	of	
committal	(Table	5).	The	pooled	percentage	of	homelessness	from	a	random	effects	model	
was	 17.4%	 (95%	 confidence	 interval	 =	 8.7%,	 28.4%)	 (Figure	 6).	 There	 was	 considerable	
























A	number	 of	 implications	 arise	 from	 these	 findings.	 This	 study	 confirms	 that	 a	 significant	
proportion	of	 Irish	prisoners	present	with	a	 current	psychotic	or	major	affective	disorder,	
which	 are	 potentially	 treatable	 mental	 illnesses.	 From	 a	 clinical	 view	 point,	 effective	


























The	 burden	 of	 harmful	 use	 or	 dependence	 on	 alcohol	 and	 substances	 in	 Irish	 prisons	 is	
substantial.	One	in	three	prisoners	had	a	current	alcohol	misuse	or	dependence	and	one	in	
two	 a	 problem	 with	 current	 substance	 misuse	 or	 dependence.	 This	 is	 in	 keeping	 with	
international	prison	estimates	(Fazel	et	al.,	2006)	and	substantially	higher	than	Irish	general	
population	estimates	(Irish	Medical	Organisation,	2015).	Substance	and	alcohol	misuse	are	























Recidivism	 rates	 in	 Ireland	 are	 often	 used	 as	 a	 proxy	 for	 the	 success	 of	 rehabilitation	
programmes	(Martynowicz	&	Quigley,	2010).	Analysing	data	relating	to	over	19,000	prisoners	
in	Ireland,	O’Donnell	et	al	(2008)	found	that	49.2%	of	prisoners	were	re-imprisoned	within	
four	 years	 with	 27.4%	 within	 the	 first	 year.	 Addressing	 homelessness	 would	 potentially	
impact	recidivism	and	imprisonment	rates	over	and	above	the	obvious	humanitarian	impact.	































criteria	 (ICD	 vs	 DSM),	 category	 of	 prisoners	 (remand	 vs	 sentenced	 vs	mixed)	 and	 gender	
differences,	 as	 has	 been	 seen	 in	 previous	 meta-analyses	 (Fazel	 &	 Seewald,	 2012).	
Furthermore,	 two	 included	studies	 (McInerney	et	al.,	2013;	O’Neill	et	al.,	2016)	used	case	




history	 of	 treatment	 by	 prison	 psychiatric	 services.	 In	 O’Neill’s	 study	 (2016),	 this	 was	
























Smith	et	al	 1996	 5	 5	 5	 -	
Mohan	et	al	 1997	 6	 6	 6	 -	
Seymour	and	Costello	 2005	 -	 -	 -	 5	
Linehan	et	al	 2005	 8	 8	 8	 5	
Duffy	et	al	 2006	 8	 8	 8	 5	
Wright	et	al	 2006	 7	 7	 7	 5	
Curtin	et	al	 2009	 7	 7	 7	 -	
Mc	Inerney	et	al	 2013	 7	 -	 -	 -	
Davoren	et	al		 2014	 -	 -	 -	 5	




















































Smith	et	al	 1996	 Mountjoy		 DSM	III	R	 100	 Mixed	 9	 235	 3.8%	(1.8%,	7.1%)	
Mohan	 et	
al	




















ICD	10	 0	 Mixed	 8	 186		 4.3%	(1.9%,	8.3%)	
Curtin	et	al	 2009	 Mountjoy,	
Cloverhill	
ICD	10	 100	 Mixed	 13	 615	 2.1%	(1.1%,	3.6%)	
Mc	Inerney	
et	al	
2013	 Cloverhill	 ICD	10	 100	 Remand	 766	 20084	 3.8%	(3.6%,	4.1%)	
O’Neill	 et	
al	
2016	 Cloverhill		 ICD	10	 100	 Remand	 255	 6177	 4.1%	(3.6%,	4.7%)	






















1996	 Mountjoy	 DSM	III	R	 100	 Mixed	 0	 235	 0%	(0%,	1.6%)	
Mohan	
et	al	


























ICD	10	 100	 Mixed	 32	 615	 5.2%	(3.6%,	7.3%)	
O’Neill	et	
al	
2016	 Cloverhill		 ICD	10	 100	 Remand	 117	 6177	 1.9%	(1.6%,	2.3)	
Total	
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We	 sought	 to	 study	 the	 demographic,	 clinical	 characteristics	 and	 outcomes	 for	 those	






at	 a	 regional	 mixed	 gender	 prison	 serving	 six	 southern	 Irish	 counties.	 We	 analysed	
























The	 multifaceted	 need	 set	 of	 those	 referred	 strengthens	 the	 argument	 for	 provision	 of	








































Remand	 prisoners	 have	 different	 needs,	 and	 different	 prevalence	 rates	 of	 mental	 illness	
(Kennedy	 et	 al.,	 2004)	 and	 in	 many	 countries	 have	 higher	 suicide	 rates	 as	 opposed	 to	












prisoners	 and	 encourages	 the	 development	 of	 diversion	 services.	 Although	 established	 in	












Limerick	 prison	houses	 approximately	 248	 remand	 and	 sentenced	prisoners	 (male	 n=220;	
female	n=28)	from	the	southern	Irish	province	of	Munster	(Irish	Prison	Service,	2017).	This	
corresponds	to	approximately	7%	of	the	national	prison	capacity	of	3700.	On	initial	reception,	
all	 prisoners	 at	 Limerick	 Prison	 are	 screened	 for	mental	 health	 problems	 by	 primary	 care	
general	 nurses.	 This	 is	 done	 using	 a	 computer	 based	 questionnaire	 and	 completed	 using	
prisoner	self-report.	Minor	mental	illness	is	assessed	and	treated	by	the	General	Practitioner	
in	primary	care,	who	provides	a	7	day/week	service.		If	a	mental	illness	of	a	severity	requiring	



















































































Where	 patients	 were	 diverted	 from	 the	 criminal	 justice	 system,	 one	 researcher	 (GG)	




(no	 security	 needed,	 or	 no	mental	 disorder),	 1	 (could	be	managed	 in	 an	open	psychiatric	









be	 used	 only	 for	 those	 who	 have	 been	 accepted	 onto	 a	 waiting	 list	 for	 hospital.	 The	
DUNDRUM-2	triage	urgency	instrument	consists	of	six	operationally	defined	items	including	
issues	 concerning	 the	 current	 location,	 mental	 health,	 suicide	 prevention,	 human	 rights	

































of	 these	 were	 referred	 by	 primary	 care	 for	 psychiatric	 assessment.	 There	 were	 7	 non-




secondary	 care	 were	 sentenced	 prisoners	 whilst	 the	 remainder	 were	 on	 remand	 (n=33,	
25.4%).	
	

















Sixty-two	 (47.7%)	 gave	 a	 history	 of	 previous	 self-harm.	 Eight	 individuals	 (6.2%)	 reported	







with	 a	 psychotic	 disorder	 (Schizophreniform,	 delusional	 or	 other	 psychotic	 disorder)	 and	




















































We	 use	 a	 descriptive	 dataset	 to	 outline	 the	 demographics,	 clinical	 characteristics	 and	
outcomes	of	those	referred	to	secondary	mental	health	services	in	a	regional	Irish	prison,	and	
a	subset	reflecting	those	diverted	to	tertiary	care.	Our	study	found	that	8.6	%	of	those	arriving	











those	with	 active	 symptoms	 of	 severe	mental	 illness	 or	 overt	 behavioral	 disturbance	 are	
referred	on	for	assessment	by	secondary	care.	Therefore,	a	like	for	like	comparison	cannot	be	
made	with	existing	large	scale	studies	(O’	Neill	et	al.,	2016;	McInerney	et	al.,	2013)	where	a	
positive	 screen	 for	 any	 severity	 of	 mental	 illness	 would	 lead	 to	 an	 automatic	 referral	 to	
secondary	care.		
	














large	 throughput.	 To	 accurately	 estimate	 prevalence	 a	 more	 robust	 methodology	 (as	 in	
Kennedy	et	al.,	2004)	using	validated	research	based	interviews	to	cross-sectionally	interview	
a	 representative	prison	population	would	be	more	meaningful.	The	 last	 such	 Irish	dataset	
would	 appear	 to	 be	 from	 2004,	 and	 it	may	 be	 prudent	 to	 repeat	 such	 a	 study	 given	 the	
possibility	of	 transinstitutionalisation	 (Fakhoury	&	Priebe,	 2007)	 following	 closure	of	 large	
psychiatric	hospitals	in	Ireland	over	the	last	decade.		
	
Notwithstanding	 the	 above	 limitations	 our	 data	 set	 found	 that	 the	 majority	 of	 mental	





problems	 (38.4%)	 and	 homelessness	 (6.9%)	 were	 significant.	 In	 keeping	 with	 previously	
published	studies	(O’Neill	et	al,	2016;	Kennedy	etal,	2004;	Fazel	and	Danesh,	2002),	a	high	
proportion	of	those	assessed	by	secondary	care	had	a	comorbid	substance	use	or	alcohol	use	
disorder	 (42.2%).	 A	 significant	 proportion	 of	 psychotic	 illness	 was	 encountered	 (20.3%)	








number	warranted	 referral	 for	 specialist	 psychological	 input	 (29.2%).	 	 The	 above	 findings	
would	support	the	recommendations	set	out	in	‘A	Vision	for	Change’	(Department	of	Health	
and	Children,	2006)	which	detail	a	plan	for	multidisciplinary	care	in	prisons	and	international	
calls	 for	 equivalence	of	 care	between	prisons	and	 the	 community.	 The	 visiting	psychiatric	








Our	 results	 suggest	 that	 improved	 screening	 such	 as	 through	 the	 inclusion	 of	 additional	
screening	 questions	 (Grubin	 et	 al.,	 2002)	 could	 potentially	 contribute	 to	 a	 higher	 level	 of	

























In	 summary,	 our	 study	 contributes	 to	 existing	 national	 (Kennedy	 et	 al.,	 2004)	 and	
international	(Fazel	and	Seewald,	2012)	datasets	in	relation	to	prison	mental	health	services	
that	indicate	psychiatric	need	alongside	psychosocial	need.	It	strengthens	the	argument	for	

































67	 61	 6	 62	 58	 46	 15	 34	 4	 7	 40	
31-
40	
37	 31	 6	 36	 36	 29	 9	 20	 0	 5	 22	
41-
50	
14	 12	 2	 12	 12	 12	 4	 7	 2	 1	 4	
51-
60	
7	 7	 0	 7	 7	 3	 3	 0	 2	 2	 0	



































Diagnosis	 Total	n*	(%)	/	123	 n	(male)*	/108	 n	(female)*/15	
Anxiety	Disorder	 7	(5.7)	 7	 0	
Adjustment	disorder		 13	(10.6)	 11	 2	
Bipolar	Affective	disorder		 7	(5.7)	 6	 1	
Depressive	disorder		 6	(4.9)	 6	 0	




Other	Psychotic	disorders		 12	(9.8)	 10	 2	
Personality	Disorder	 26	(21.1)	 22	 4	
Substance	misuse	 52	(42.2)	 45	 7	
Hyperkinetic	Disorder	 2	(1.6)	 2	 0	























Community	Settings	(n=2)	 3.5	 0	 0	 2	 0	 Bipolar	Affective	Disorder	(2)	
Approved	centres	(n=7)	
(open	psychiatric	wards)	
19.28	 9.42	 5	 6	 1	 Paranoid	Schizophrenia	(3),	
Schizoaffective	 disorder	 (2),	
Bipolar	 Affective	 Disorder	 (1),	
Delusional	Disorder	(1)	
PICU	(n=1)	 18	 9	 1	 1	 0	 Paranoid	Schizophrenia	(1)	
High/Medium	 security	
(n=3)	
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terms	derived	variously	 from	current	or	superceded	 legislation	 in	various	 jurisdictions	and	
nosological	 terms	 from	 various	 international	 classifications.	 The	 term	 ‘developmental	
disorder’	 also	has	medical	 currency.	 The	 term	 is	 often	used	 to	describe	 autistic	 spectrum	
disorder	and	excludes	those	with	acquired	brain	 injuries.	For	this	study,	we	use	the	terms	




test	 of	 intelligence,	 secondly,	 evidence	 of	 significant	 impairments	 in	 adaptive	 functioning	
relative	to	same-age	peers	and	finally,	a	developmental	history	suggesting	onset	of	difficulties	














with	 the	 severity	of	 impairment	based	on	adaptive	 functioning	 rather	 than	 IQ	 test	 scores	
alone.	By	removing	IQ	test	scores	from	the	diagnostic	criteria	but	still	including	them	in	the	
text	description	of	intellectual	disability,	DSM-5	aimed	to	remove	overemphasis	on	IQ	as	the	



























limited	 numbers	 of	 studies	 and	 substantial	 heterogeneity	 and,	 indeed,	 a	 more	 recent	
systematic	review	(Hellenbach	et	al,	2017)	reporting	four	studies	published	from	2004-2014	
noted	a	higher	prevalence	estimate	of	7-10%	worldwide.		Hellenbach	et	al	(2017)	reported	





Whether	 intellectually	 disabled	 individuals	 are	 at	 higher	 risk	 of	 offending	 is	 controversial.	
Simpson	&	Hogg	 (2001)	 concluded	 their	 systematic	 review	 of	 the	 evidence	 regarding	 the	
association	 between	 intellectual	 disability	 and	offending	 by	 commenting	 that	 there	 is	 ‘no	
clear	evidence	that	 the	prevalence	of	offending	among	people	with	a	 learning	disability	 is	
higher	 than	 for	 the	 wider	 population’.	 However,	 there	 are	 social	 theories	 indicating	 that	
although	this	may	be	the	case,	individuals	with	intellectual	disabilities	are	more	likely	to	be	

































users	 in	 Ireland	 (Leonard,	 Morrison,	 Delaney-Warner	 &	 Calvert,	 2015)	 noted	 an	 over	
representation	of	young	males.	 In	terms	of	severity	45%	had	severe,	41.3%	moderate	and	
13.7%	mild	intellectual	disability.	This	study	found	that	the	most	common	offence	type	was	




































Studies	 of	 the	 prevalence	 of	 intellectual	 disabilities	 in	 Irish	 prison	 populations	 reported	
between	 January	 1966	 and	 September	 2016	 were	 sought	 by	 searches	 of	 electronic	







Handicap”,	 a	 terminology	used	 in	 the	 late	 20th	 Century	 has	 now	been	phased	out	 due	 to	
pejorative	connotations	but	has	been	included	in	the	study	strategy	to	avoid	publication	bias.		
“Mental	 Retardation”	 is	 a	 term	 used	 in	 The	 International	 Classification	 of	 Diseases,	 10th	
Edition	(World	Health	Organization,	1992)	and	“Intellectual	Disability”	as	used	in	Diagnostic	
and	 Statistical	Manual	 of	Mental	 Disorders,	 5th	 Edition	 (American	 Psychiatric	 Association,	


























































population	 identified	 through	 a	 random	 selection	 across	 14	 Irish	 prisons.	 Assessments	
included	the	Kaufman	Brief	Intelligence	Test	(KBIT),	the	Wide	Range	Achievement	Test,	the	
Vocabulary	sub	test	 from	the	Weschler	Adult	 Intelligence	Scale-	Revised,	and	the	National	
Adult	 Prisoner	 Survey.	 These	 tests	 were	 administered	 by	 psychologists	 and	 measured	
intelligence	and	academic	ability.	Results	showed	that	28.8%	of	the	sample	population	scored	








Four	of	 the	published	 studies	 included	only	 individuals	who	were	 in	 contact	with	 forensic	
mental	 health	 services	 and	 so	 did	 not	 record	 prevalence	 estimates	 in	 the	 general	 prison	
population.	The	findings	of	these	were	notable	for	contextual	purposes.	
	











Linehan	 et	 al	 (2002)	 studying	 the	 needs	 of	 Irish	 travellers,	 analysed	 a	 computerised	 case	
register	of	all	admissions	to	the	Central	Mental	Hospital	for	the	three	years	1997-1999.	During	
that	time,	all	transfers	from	the	prison	to	hospital	were	made	to	the	Central	Mental	Hospital	
in	 the	 first	 instance.	 There	 were	 476	 admissions	 of	 352	 individuals	 and	 the	 travelling	





























in	 Ireland.	They	noted	a	discharge	diagnosis	of	 ‘Mental	Retardation’	 (F70-79,	 International	
Classification	 of	 Diseases,	 10th	 Edition)	 in	 1.3%	 of	 those	 who	 received	 a	 full	 psychiatric	
assessment	 by	 the	 PICLS	 team	 (n=14/1109).	 ICD-10	 diagnoses	 were	 recorded	 following	
assessment	 based	 on	 clinical	 interviews	 and	 review	 of	 past	 medical	 and	 psychiatric	 case	







































estimated	 nationwide	 prevalence	 in	 a	 prison	 setting.	 This	 survey	 showed	 a	 substantially	
higher	prevalence	(28%)	of	“significant	intellectual	disability”	in	Irish	prisons	when	compared	
with	international	estimates	of	1.5%	(Fazel	et	al.,	2008)	and	7-10%	(Hellenbach	et	al,	2017).	




intelligence.	 They	 correlated	 results	 with	 the	 WRAT	 (Jastak	 &	 Wilkinson,	 1984)	 and	 the	
vocabulary	subtest	of	the	WAIS-R	(Wechsler,	1981)	and	the	NAPS	(National	Adult	Prisoner	
Survey).	 The	 National	 Adult	 Prison	 Survey	 (NAPS)	 was	 an	 individually	 administered	
questionnaire	developed	specifically	for	their	study,	to	elicit	social	functioning	indicators	from	











and	may	point	 to	 a	 potential	 overestimation	 in	 the	 reported	prevalence	of	 28%,	which	 is	
higher	 than	 international	 studies.	 Best	 practice	 in	 the	 diagnosis	 of	 intellectual	 disabilities	
places	an	emphasis	on	the	need	to	use	both	clinical	assessment	and	standardized	testing	of	
intelligence	when	diagnosing	intellectual	disability,	with	the	severity	of	impairment	based	on	















It	 is	accepted	that	 reliable	studies	of	 intellectual	disabilities	 in	prison	populations	are	 rare	
(Duffy	et	al,	2003)	and	our	review	illustrates	this	finding.		
	






































(18.7%)	 reported	 having	 attended	 a	 special	 school	 (including	 schools	 for	 those	 with	
behavioural	problems)	or	had	remedial	classes	within	a	mainstream	school.	However,	using	






























hospital	 beds	 and	 residential	 spaces.	 For	 sentenced	prisoners,	 this	would	mean	 access	 to	







In	 summary,	 our	 findings	 indicate	 a	 need	 for	 further	 research	 to	 ensure	 that	 those	 with	




















264	 96	 Mixed	 28.80%	in	a	sample	of	prisoners	
Linehan,	S	 2002	 ICD	10		 352	 43	 Sentenced	 4.34%	of	those	admitted	to	the	
Central	Mental	Hospital		
O'Connor,	A	 1990	 Not	specified	 627	 100	 Mixed	 4%	of	those	admitted	to	the	
Central	Mental	Hospital		
Giblin,	Y	 2012	 ICD	10		 96	 100	 Sentenced	 4%	of	those	in	a	high	support	
prison	unit	
O'Neill,	C	 2016	 ICD	10	 917	individuals	/	
1109	remand	
episodes	
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Individuals	 with	 an	 intellectual	 disability	 form	 a	 significant	 minority	 in	 the	 Irish	 prison	
population	and	worldwide	prison	populations.	There	 is	growing	 recognition	 that	 specialist	
services	for	such	individuals	are	 in	need	of	development.	 In	this	paper,	we	propose	a	care	





A	 convenience	 sample	 of	 professionals	 with	 a	 special	 interest	 in	 forensic	 intellectual	
disabilities	were	invited	to	participate	in	a	Delphi	exercise.	Twelve	agreed	to	participation	and	
10	 subsequently	 completed	 the	 study	 (83.3%).	 Expert	 views	 were	 elicited	 using	 a	 semi-
structured	questionnaire.	Content	analysis	was	completed	using	NVivo	11	software.	A	care	
pathway	was	subsequently	proposed,	based	on	the	outcomes	of	the	analysis,	and	circulated	














of	care	with	 the	community	 through	multidisciplinary	 input	and	development	of	specialist	






























A	diagnosis	 of	 intellectual	 disability	 is	 typically	made	 if	 an	 individual	meets	 three	 criteria:	
firstly,	a	score	below	2	standard	deviations	from	the	mean	on	a	validated	test	of	intelligence;	
secondly,	evidence	of	significant	 impairments	 in	adaptive	 functioning	relative	to	same-age	
peers;	and,	finally,	a	developmental	history	suggesting	onset	of	difficulties	before	the	age	of	




2015	 and	 using	 2011	 population	 census	 data.	 The	 prevalence	 rate	 for	 mild	 intellectual	




Hogg	 (2001)	 concluded	 their	 systematic	 review	 of	 the	 evidence	 regarding	 the	 association	
between	 learning	disability	and	offending	by	commenting	that	 there	 is	“no	clear	evidence	
that	the	prevalence	of	offending	among	people	with	a	learning	disability	is	higher	than	for	the	
wider	population”	and	that	offending	amongst	those	with	an	IQ	less	than	50	was	rare.		











Achievement	 Test,	 the	 Vocabulary	 sub	 test	 from	 the	 Weschler	 Adult	 Intelligence	 Scale-	
Revised	and	the	National	Adult	Prisoner	Survey.	However,	methodological	limitations	would	
suggest	 potential	 overestimation	 based	 on	 the	 lack	 of	 standardized	 tests	 of	 functional	
performance	 (Gulati	 et	 al.,	 2017;	 British	 Psychological	 Society,	 2015).	 For	 international	
comparison,	 a	 systematic	 review	 evaluating	 10	 surveys	 from	 4	 countries	 dating	 between	
1966-2004	(Fazel,	Xenitidis	&	Powell,	2008)	showed	that	typically	0.5-1.5%	(range	0-2.8%)	of	




al	 (2017)	 stated	 that	 none	 of	 the	 studies	 discussed	 in	 their	 paper	 applied	 a	 full	 clinical	
assessment	of	intellectual	disability	considering	both	intellectual	and	adaptive	functioning,	in	
contrast	 to	 the	2008	review	by	Fazel	et	al.,	where	 included	studies	used	the	 International	









provisions	vary	 from	one	 to	 three	 sessions	a	week	 in	 regional	prisons	 to	a	 full	 time	PICLS	


















(Cork	 and	 Dublin)	 offering	 a	 lesser	 secure	 setting.	 	 Only	 the	 Central	 Mental	 Hospital	 is	
designated	under	 the	Criminal	Law	 Insanity	Act,	which	 limits	 transfer	of	 remand	prisoners	
through	legal	provisions.	There	are	no	separate	specialist	secure	facilities	for	learning	disabled	
patients	in	Ireland	save	for	10	beds	at	the	Central	Mental	Hospital	in	Dublin.		The	provision	of	
secure	beds	 is	 therefore	both	geographically	disparate	and	 substantially	 lower	 than	other	
Western	European	countries	(Kennedy,	2016).	High	court	orders	have	been	used	to	access	
specialist	 care	 in	 the	 United	 Kingdom.	 An	 expert	 working	 group	 of	 the	 Irish	 College	 of	
Psychiatrists	postulated	a	need	 for	at	 least	 two	30	bedded	specialist	units	 (Leonard	et	al.,	
2015).	The	Irish	expert	group	based	this	estimate	on	previously	published	research	that	cited	
the	need	for	30	specialist	beds	/500,000	population	(Day,	1993)	and	an	analysis	of	the	needs	



















amongst	 the	 82	most	 serious	 offenders,	 the	 vast	 majority	 were	managed	 by	 Intellectual	
Disability	Services	or	General	Adult	Psychiatry	Services.	Care	of	individuals	in	the	community	
are	either	managed	by	voluntary	sector	bodies	or	the	Health	Service	Executive,	and	this	can	
lead	 to	 inconsistencies	 in	provision	and	 issues	along	 interfaces.	Advances	are	being	made	
however	through	efforts	of	the	Forensic	Learning	Disability	Working	Group	(Irish	College	of	

















































A	Delphi	process	 (Hasson	et	al.,	 2000)	was	used	 to	elicit	 expert	opinion.	This	method	has	
advantages	over	traditional	methods	in	eliciting	expert	views	such	as	brainstorming	sessions	







An	 email	 inviting	 voluntary	 participation	 in	 the	 study	 was	 sent	 to	 multidisciplinary	
professionals	 including	members	 of	 an	 Irish	 special	 interest	 group	 in	 forensic	 intellectual	
disabilities.	 Eleven	 experts	 (n=11)	 from	 Ireland	 consented	 to	 participate.	 An	 independent	
academic	 psychiatrist	 (n=1)	 with	 expertise	 in	 intellectual	 disabilities	 from	 an	 external	













‘participants’).	 Participants	 included	 a	 prison	 psychiatrist,	 a	 forensic	 learning	 disability	
psychiatrist,	 a	 consultant	 in	 mental	 health	 and	 intellectual	 disabilities,	 two	 consultant	
psychiatrists	 in	 community	 intellectual	 disability,	 a	 prison	 chief	 nursing	 officer,	 a	 forensic	
psychologist,	 a	 probation	 officer	 and	 the	 external	 academic	 psychiatrist	with	 expertise	 in	







































The	 Chief	 Officer	 (the	 most	 senior	 prison	 officer)	 would	 have	 a	 key	 role	 in	 identifying	
vulnerable	prisoners	and	requesting	assessments	to	be	conducted.	The	prison	chaplain	can	
often	 help	 identify	 vulnerable	 individuals	 in	 prisons.	 Subsequent	 assessment	 would	 be	




A	 psychiatric	 history	 and	 mental	 state	 examination	 should	 be	 appended	 with	 questions	
around	 vulnerabilities	 such	 as	 bullying,	 financial	 exploitation,	 sexual	 exploitation,	







comorbid	 and	 risks	 to	 others	 such	 as	 violence	 (e.g.	 to	 elderly	 parents)	 and	 inappropriate	
sexual	 behavior,	 based	 on	 the	 nature	 of	 the	 offences.	Medical	 history	was	 highlighted	 as	
important,	 as	 higher	 rates	 of	 seizure	 disorders	 which	 of	 themselves	 may	 require	 special	
observation/placement	 in	 vulnerable	prisoners	wing.	 Formal	 IQ	 testing	will	 often,	 but	not	
always,	 have	 been	 done	 in	 the	 community.	 This	 may	 need	 to	 be	 completed	 by	 the	
psychologist	 based	 at	 the	 prison,	 alongside	 assessment	 of	 adaptive	 functioning	 using	
standardised	 assessments.	 Participants	 reported	 that	 neuropsychological	 evaluations	 are	
more	difficult	to	access	and	the	court	may	be	asked	to	order	this	from	the	independent	sector	
(professionals	working	 in	 independent	organisations	on	a	 case	by	case	basis).	Behavioural	
analysis	 where	 required	 may	 also	 involve	 specialist	 assistance.	 Assessments	 may	 include	
fitness	to	stand	trial,	determination	of	ability	to	cope	 in	the	prison	environment	alongside	








involving	 Psychiatrists,	 Psychologists,	 Social	 Workers,	 Occupational	 Therapy,	 Speech	 and	
Language	Therapy,	a	General	Practitioner	and	educational	staff	mirroring	the	hospital-based	




























provision	 of	 diversion,	 as	 was	 perceived	 reticence	 from	 community	 services	 to	 accept	 a	
prisoner	based	on	stigma	conferred	by	this	status.	This	was	more	often	the	case	for	people	












the	 National	 Intellectual	 Disability	 Database	 on	 reception	 to	 prison,	 in	 order	 to	 mobilise	








Simple	 interventions	such	as	a	“communication	passport”	may	help	 improve	quality	of	 life	
and	help	navigate	the	legal	system.	There	is	a	need	for	multidisciplinary	input	with	general	
practitioners,	 psychologists,	 psychiatrists,	 nursing	 staff,	 specially	 trained	 welfare	 officers,	



















could	 extend	 to	 emotional,	 financial	 and	 sexual	 exploitation.	 Particular	 challenges	 were	
highlighted	 in	 the	 management	 of	 persons	 with	 autistic-spectrum	 disorders,	 who	 not	
infrequently	present	following	violent	offences	but	are	more	likely	to	be	victims	of	violence	



























there	 is	 relatively	 little	 structured	 guidance	 to	 date.	 Although	 written	 from	 an	 Irish	
perspective,	it	outlines	key	considerations	in	keeping	with	international	principles	(UNODC,	
2009;	 World	 Health	 Organisation,	 2008)	 and,	 therefore,	 may	 be	 generalisable	 to	 similar	
jurisdictions.	Care	considerations	proposed	 in	Australia	 (State	of	Victoria,	2008)	specific	 to	
legal,	 probation	 and	 governmental	 provisions	 in	 the	 State	 of	 Victoria	 highlight	 parallel	
overarching	considerations	as	proposed	in	our	algorithm.	
	
A	 particular	 strength	 of	 our	 study	 is	 the	 involvement	 of	 representatives	 from	 multiple	
disciplines	 and	 an	 expert	 external	 to	 the	 jurisdiction.	 Use	 of	 the	 Delphi	method	 lends	 to	
external	validity	by	coalescing	the	views	of	multiple	experts	(Hasson	et	al,	2000).	Our	response	
rate	for	each	round	exceeded	the	suggested	response	rate	of	70%	for	this	method	(Sumsion,	
1998).	A	 limitation	of	our	study	 is	 that	 the	overall	number	of	experts	 involved	 is	small,	as	
would	be	expected	in	a	relatively	small	jurisdiction.	Additionally,	to	pursue	non-respondents,	




it	mirrors	provision	 in	 the	 community.	 This	 is	 in	 keeping	with	 European	and	 international	








However,	 responses	 to	 our	 initial	 survey	 showed	 that	 current	 care	 is	 limited	 and	
geographically	 disparate	 within	 Irish	 prisons.	 This	 is	 similar	 to	 the	 situation	 in	 other	
jurisdictions	 such	 as	 the	 US	 (Wilper	 et	 al.,	 2009)	 and	 the	 UK	 (Offender	 Health	 Research	
Network,	2009).	A	lack	of	standardised	care	for	those	with	ID	was	highlighted	in	the	UK	by	the	











Whilst	 screening	 for	 mental	 illness	 is	 developing,	 systematic	 screening	 for	 intellectual	
disabilities	does	not	occur	currently	in	Irish	prisons.	It	seems	reasonable	to	state	that	this	may	
be	a	focus	of	significant	future	research	as	such	screening	has	been	shown	to	be	feasible	in	
other	 jurisdictions	 (Board,	Ali	&	Bartlett,	2015).	 In	particular,	 several	 screening	 tools	have	
been	cited	in	relation	to	the	screening	of	intellectual	disabilities	in	prison	populations	(Hayes,	
2002;	Paxton	&	McKenzie,	2006).	These	have	 included	the	Kaufman	Brief	 Intelligence	Test	
(KBIT),	 the	 Vineland	 Adaptive	 Behaviour	 Scales	 (VABS),	 the	 Hayes	 Ability	 Screening	 Index	
(HASI)	 and	 the	 Learning	 Disability	 Screening	 Questionnaire	 (LDSQ).	 The	 LDSQ	 has	 been	














2017;	 Lhatoo	&	 Sander,	 2001).	 There	 is,	 in	 particular,	 an	elevated	 risk	of	 seizure	disorder	
which	may	be	associated	with	higher	mortality	(Robertson	et	al.,	2015)	and	needs	specialist	
care	planning	(Murphy	et	al.,	2017;	NIHCE,	2016).	Participants	in	our	study	identified	that	the	




























an	 Irish	perspective,	 the	 interim	report	of	 the	 Interdepartmental	Group	to	examine	 issues	
relating	to	people	with	mental	illness	who	come	in	contact	with	the	criminal	justice	system	in	
Ireland	(Department	of	 Justice,	2016)	and	A	Vision	 for	Change	 (Department	of	Health	and	
Children,	2006)	raise	the	importance	of	inter-agency	working	and	potential	diversion	of	those	
with	mental	illness	and/or	ID	at	the	point	of	arrest	and/or	custody	through	the	involvement	






















rights	 respected	 (Irish	 College	 of	 Psychiatrists,	 2005).	 Having	 said	 that,	 the	 value	 of	 any	
proposed	pathway	lies	in	effective	implementation;	future	research	may	usefully	be	aimed	at	
process	mapping	the	journeys	of	individuals	with	ID	who	find	themselves	in	contact	with	the	
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Key	 themes	 from	 included	 publications	 are	 identified	 and	 summarised	 in	 the	 context	 of	
accepted	guidelines	from	the	World	Medical	Association.	Whilst	there	seems	to	be	an	overall	
























commonly	 asked	 to	 assess	 capacity,	 monitor	 physical	 health	 and	may	 be	 called	 upon	 to	
provide	emergency	treatment	for	the	acutely	unwell	prisoner	on	hunger	strike	(Getaz	et	al,	
2012).	The	general	practitioner	may	refer	to	a	psychiatrist	to	exclude	mental	illness	and	assist	
in	 capacity	 assessment	 (Brockman,	 1999).	 The	 general	 practitioner	 may	 seek	 a	 medical	
hospital	 consultant’s	 advice	 when	 there	 is	 substantial	 deterioration	 of	 physical	 health	









































A	MEDLINE	&	 CINAHL	 (1996-2016)	 search	was	 conducted	with	 the	 search	 terms	 ‘Hunger	
Strike’	 and	 ‘Ethic*’.	We	 included	 case	 studies,	 case	 series,	 guidelines	 and	 review	 articles	
provided	there	was	a	discussion	of	ethical	issues.	Publications	that	did	not	cite	ethical	issues	
(15)	 were	 excluded	 as	 were	 publications	 discussing	 issues	 exclusively	 to	 do	 with	
children/adolescents	aged	<18	years	(1).	The	timeframe	of	the	database	search	included	10	
years	 before	 and	 10	 years	 after	 the	 landmark	 consensus	 position	 adopted	 by	 the	World	



































































legislation	 “which	 demands	 and	 legalises	 medically	 enforced	 feeding	 of	 detained	 asylum	
seekers	 on	 hunger	 strike”.	 He	 noted	 that	 the	 doctor’s	 involvement	 in	 the	 process,	which	
included	 positioning	 of	 nasogastric	 tubes	 would	 be	 contrary	 to	 international	 medical	
standards	 and	 cited	 the	 importance	 for	 prison	 medical	 doctors	 to	 act	 independently	 of	
“governmental	interests”.		He	noted	that	the	doctor’s	duties	in	handling	a	prisoner	on	hunger	
strike	 were	 well	 defined:	 acquiring	 a	 detailed	 medical	 history;	 carrying	 out	 a	 thorough	












Ninety-five	 responses	were	 received	 from	174	penal	 institutions	 across	 the	 country.	 They	
concluded	 that	 the	majority	 of	 doctors	 opted	 for	 “a	 neutral	 attitude”	 (63%),	 noting	 that	
hunger	strikes	were	mostly	brief	(less	than	a	week	in	85%	of	cases).	They	went	on	to	state	



































between	 the	 considerations	 of	 autonomy	 and	 the	medical	 professional’s	 duty	 to	 provide	
immediate	medical	care.	They	note	that	exemptions	for	providing	emergency	medical	care	
for	hunger	strikers	were	unconditionally	accepted	without	weighing	the	gravity	of	risk	to	the	






Alempijevic	 et	 al	 (2011)	discuss	 the	ethical	 issues	 arising	 in	 a	48-year-old	 sentenced	male	
Serbian	prisoner	who	died	15	days	after	commencing	a	hunger	strike.	Throughout	the	fasting	












die	 or	 sustain	 permanent	 damage	 without	 food.	 The	 authors	 report	 that	 the	 Law	 on	
Enforcement	of	Penal	Sanctions	in	The	Republic	of	Serbia	determines	that	prisoners	must	not	
be	medically	treated	without	having	their	explicit	consent	and	that	forced	feeding	of	prisoners	
is	 prohibited.	 However,	 if	 refusal	 of	 medical	 treatment	 or	 voluntary	 deprivation	 of	 food	
seriously	impairs	the	prisoner’s	health	and	endangers	his	or	her	life,	medical	treatment	shall	
be	 carried	 out	 as	 determined	 by	 a	 medical	 doctor	 who	 must	 subsequently	 examine	 the	
patient	 daily.	 The	 ethical	 standard	 set	 by	 the	 Serbian	 Medical	 Chamber	 advises	 that	 no	































In	 the	ethical	discussion,	 they	highlight	 the	 role	of	 autonomy	 stating	 that	 “As	any	 citizen,	
detainees	have	the	right	to	refuse	food	and	fluid,	as	well	as	any	medical	 treatment….	The	
physician	should	not	override	voluntary,	informed	and	competent	decisions	of	the	patient.”		





sanctions	 and	 to	 negative	 opinions	 from	media.	 They	 assert	 that	 the	 physician	 should	 be	















stewardship	 of	 health	 care	 in	 custody	 should	 be	 passed	 from	Ministry	 of	 Justice	 to	 the	
Ministry	of	Health	to	minimise	the	dual	loyalty	conflict	for	the	doctor	involved.		
	









Gevers	 (2000)	 noted	 that	 the	Dutch	 legal	 position	was	 less	 problematic	 than	 some	 other	
European	 jurisdictions	 and	more	 in	 keeping	with	 ethical	 positions	 adopted	 internationally	









group	 hunger	 strike	 was	 recognised.	 Gevers	 noted	 that	 the	 Council	 of	 Europe	
recommendation	on	health	care	in	prisons	in	1998	included	rules	on	medical	examination	of	










that	 were	 taken	 by	 government	 authorities	 and	 the	 Turkish	 Medical	 Association	 are	
described.	Their	belief	is	that	the	neutrality	of	the	treating	physician	is	key	and	that	the	duties	
of	the	physician	extend	to	assessing	competence,	checking	the	person’s	freedom	to	go	on	a	















national	 security	 imperatives	 or	 “the	norm	of	military	 detention”	were	not	 in	 themselves	
sufficient	to	justify	departure	from	the	general	principles	of	medical	ethics	and	that	 issues	
arose	from	“dual	loyalty”	of	healthcare	professionals.	They	noted	that	the	Guantanamo	force	






related	 to	 ethical	 decision	 making	 including	 the	 individual	 circumstances	 of	 each	 case	










Brockman	 (1999)	 summarises	 the	 ethical	 consideration	 for	 the	 psychiatrist:	 autonomy,	
competence	and	mental	disorder.	He	states	that	psychiatrists	visiting	prisons	may	be	faced	
with	 a	 variety	 of	 other	 practical	 and	 ethical	 dilemmas,	 including	 conflicting	 obligations,	







causing	 the	 illness).	 The	author	 states	 that	both	 “society	and	 the	 law	acknowledge	 that	a	
competent	prisoner	may	choose	to	commit	suicide	by	starvation”.	He	notes	that	the	United	
Kingdom’s	policy	in	relation	to	force	feeding	altered	in	1974	when	the	home	secretary	advised	
that	 a	 prison	medical	 officer	would	 not	 be	 neglecting	 his	 duty	 if	 he	 did	 not	 force-feed	 a	
prisoner	against	his	will.	Safeguards	included	a	second	opinion	from	a	psychiatrist	in	relation	
to	capacity,	and	with	confirmation	from	the	same,	advice	to	the	prisoner	that	whilst	he	would	
receive	supervision	 in	a	hospital	wing	and	be	offered	 food,	 the	authorities	do	not	 require	






that	 decision	making	 capacity	 can	 be	 impaired	 through	psychological	 changes	 following	 a	
period	of	starvation,	and	the	need	to	work	with	advance	directives	in	such	cases.	He	notes	
that	 whilst	 clouding	 of	 consciousness	 and	 psychotic	 breakdown	 can	 affect	 competence,	
increases	 in	 “aggressivity	 and	anger”	 as	 the	 fast	 continues	do	not	 in	 themselves	preclude	
competent	decision	making.	
	
Sakelliadis,	 Spiliopoulou	 &	 Papadodima	 (2009)	 reviewed	 European	 and	 international	
guidelines	 relating	 to	 healthcare	 in	 prisons.	 Their	 recommendations	 on	managing	 hunger	
strikes	focus	on	the	principle	of	informed	consent	and	are	consistent	with	the	Declaration	of	













was	 undertaken.	 They	 note	 that	 the	 European	 Court	 of	 Human	Rights	 ruled	 in	 2007	 that	
"forced	and	repeated	nutrition	without	medical	 indication,	with	the	aim	of	compelling	the	
detainee	 to	 cease	 his	 protesting	 attitude	 and	 applied	 in	 a	 way	 that	 the	 latter	 causes	




Irmak	 (2015)	 outlines	 the	 potential	 conflict	 between	 the	 obligations	 of	 beneficence	 and	
autonomy.	He	states	 that	 International	medical	guidelines	 require	physicians	 to	accede	to	
unpressured	advance	directives	and	in	the	absence	of	such,	to	make	a	decision	on	the	basis	
of	the	patient's	values,	previously	expressed	wishes,	and	best	interests.	He	argues	that	in	the	
absence	 of	 an	 advance	 directive	 and	 if	 competence	 is	 already	 lost,	 the	 physician	 has	 a	
responsibility	 to	 resuscitate	 and	 review	 when	 decision-making	 capacity	 is	 regained.	







































































intrinsically	 affect	 the	 weightage	 given	 to	 the	 fine	 balance	 between	 autonomy	 and	
beneficence	considerations,	especially	in	relation	to	detained	individuals.	The	source	of	this	




























Ethical	 conflicts	 for	 physicians	may	 be	 highlighted	 by	 jurisdictional	 law.	 In	 relation	 to	 the	
position	in	Australia	(Kenny,	Silove	&	Steel,	2004),	a	useful	distinction	could	be	made	from	a	
position	 taken	 by	 a	 Government	 Department	which	 ‘authorises’	 non-	 consensual	medical	
treatment.	The	key	argument	arising	would	be	that	‘authorising’	is	not	the	same	as	‘ordering’.	
In	comparison,	 legislation	which	 ‘demands’	 (Roggla,	2005)	 in	 the	Austrian	context	 is	more	
strongly	 worded	 and	 likely	 to	 be	 a	 more	 potent	 source	 of	 ethical	 conflict	 for	 attending	
physicians.		
	
Our	 review	 highlights	 several	 potential	 conflicts	 of	 interest	 for	 physicians	 working	 in	
prisons.	 	 The	majority	 of	 publications	 included	 highlight	 the	 fact	 that	 that	 despite	 these	
conflicts	of	 interest,	 the	“duty	of	 care”	 is	primarily	 to	 the	patient.	Roggla	 (2005)	 cites	 the	





















and	on	 the	other	be	 seen	 to	 treat	everyone	equally	under	 the	 law	 (Martin,	2010).	 	 Such	
ethical	conflicts	may	cause	the	state	to	pressure	a	physician	to	share	more	information	about	
a	prisoner	than	he	usually	would	or	indeed	coerce	the	prisoner	to	end	the	hunger	strike.	The	
latter	 would	 arguably,	 fundamentally	 conflict	 the	 principle	 of	 autonomy.	 A	 number	 of	
publications	reviewed	(Oguz	&	Miles,	2005;	Getaz	et	al,	2012;	Caenazzo,	Tozzo	&	Rodriguez,	
2016)	 cited	 the	 importance	 of	 the	 “neutrality”	 of	 physicians	 involved	 as	 key	 to	 their	
involvement.	Caenazzo,	Toozo	&	Rodriguez	(2016)	argue	that	such	conflicts	of	interest	may	
be	avoided	by	the	use	of	independent	“ethics	consultants”.	Dougherty	et	al	(2013)	argued	
that	 personal	 morals,	 national	 security	 imperatives	 or	 military	 detention	 were	 not	 in	
themselves	 sufficient	 to	 justify	 departure	 from	 the	 general	 principles	 of	 medical	 ethics	
despite	the	“dual	loyalty	conflict”.	No	publication	in	this	review	suggested	a	departure	from	
this	position,	which	is	in	keeping	with	the	Declaration	of	Malta	(World	Medical	Association,	
























note	 that	 force	 feeding	competent	hunger	 strikers	may	be	complicit	 to	 torture.	 It	may	be	
worth	considering	the	ethical	complexities	which	may	arise	for	a	physician	called	to	conduct	
the	feeding	procedure	itself.	Boyd	(2015)	says	that	any	form	of	force	feeding	of	the	competent	




executions	 in	 the	United	 States	 (Boehnlein,	 2013)	which	 albeit	 a	 separate,	more	 complex	
ethical	issue,	raises	some	shared	ethical	conflicts	for	the	physician	involved.	The	issue	is	that	
whilst	a	procedure	may	be	 incompatible	with	medical	ethics,	 the	consequences	of	 lack	of	
medical	 expertise	 may	 have	 significant	 adverse	 effects	 on	 patient	 wellbeing	 through	
procedural	 complications,	 improper	pain	 control	 and	 such	 considerations	may	 themselves	
violate	human	rights	through	increased	suffering.	
	









medical	 staff.	Ethical	 issues	arise	 for	psychiatrists	who	play	a	key	 role	 in	assessing	 for	 the	
presence	or	absence	of	mental	disorder,	motives	 for	hunger	strike	and,	most	 importantly,	
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World	 Medical	 Association	 (2006).	 “World	 Medical	 Association	 Declaration	 on	 Hunger	
Strikers”,	(Adopted	by	the	43rd	World	Medical	Assembly	Malta,	November	1991	and	revised	


















































































































Turkey,	 South	 Africa,	 Ireland	 and	 the	 US	 Naval	 base	 at	 Guantanamo	 Bay,	 Cuba	 (Crosby,	
Apovian	&	Grodin,	2007).	In	Ireland,	these	came	to	the	forefront	of	national	attention	in	1981,	
after	the	death	of	10	individuals	protesting	against	the	withdrawal	of	special	category	status	


















(Brockman,	 1999;	 Larkin,	 1991).	 Having	 said	 that,	 the	 psychiatric	 examination	 needs	 to	
exclude	 causes	 (Sullivan	 and	 Romily,	 2009;	 Brockman,	 1999)	 including,	 but	 not	 limited	 to	
severe	depression	wherein	an	individual	is	refusing	food	in	order	to	end	their	life,	psychosis	




The	 role	 of	 the	 medical	 professional	 in	 this	 context	 is	 fraught	 with	 legal	 and	 ethical	
complexities.	 Guidelines	 for	 medical	 professionals	 have	 been	 drafted	 (World	 Medical	




role	 of	 medical	 professionals	 in	 relation	 to	 prisoners	 on	 hunger	 strike	 as	 outlined	 in	
international	 literature	 (Gulati	 et	 al,	 2017;	 Getaz	 et	 al,	 2012;	 Sakelliadis,	 Spiliopoulou	 &	
Papadodima,	2009;	Brockman,	1999)	in	keeping	with	the	Declaration	of	Malta	(World	Medical	
















Until	 recently,	 there	 was	 no	 Irish	 case-law	 on	 the	 issue	 of	 food	 refusal	 in	 prison	 while	
precedents	 from	 other	 common	 law	 jurisdictions	 were	 inconsistent.	 This	 inconsistency	 is	
evident	in	a	series	of	cases	in	the	US	which	reached	differing	conclusions	on	whether	prison	
authorities	should	be	permitted	to	force	feed	prisoners	against	their	wishes	and	contrary	to	
their	 right	 to	 self-determination	 (In	 re	 Caulk,	 1984;	 Thor	 v	 Superior	 Court,	 1993).	 More	
recently,	 there	 was	 some	 US	 case-law	 which	 sanctioned	 force-feeding	 of	 prisoners	 in	
Guantanomo	 Bay	 (Al-Adahi	 v	 Obama,	 2009;	 Easton,	 2013).	 	 In	 England,	 the	 courts	 had	
originally	stated	that	prison	governors	had	a	duty	preserve	the	health	of	prisoners,	a	duty	
which	extended	to	 force	 feeding.	Thus,	 they	were	permitted	 to	 force-feed	hunger	striking	
suffragettes	at	a	time	when	suicide	was	illegal	(Leigh	v	Gladstone,	1909).		The	crime	of	suicide	




Department	 v	 Robb,	 1995).	 	 Drawing	 on	 an	 earlier	 case	 relating	 to	 the	withdrawal	 of	 life	
sustaining	treatment	from	a	young	man	injured	 in	the	Hillsborough	disaster	(Airedale	NHS	
Trust	 v	 Bland,	 1993),	 the	 court	 declared	 that	 death	 following	 food	 and	 fluid	 refusal	 by	 a	
patient	with	capacity,	is	an	exercise	of	self-determination	and	does	not	constitute	an	act	of	





















medical	 and	 nutritional	 assistance	 from	Mr	McD.	 	 The	 prisoner	 had	 been	 assessed	 by	 a	
psychiatrist	 to	 have	 full	 capacity,	 with	 no	 mental	 illness	 but	 with	 borderline	 personality	
disorder.	 Baker	 J.	 (High	 Court	 Judge)	 issued	 a	 declaration	 that	 the	 prison	 could	withhold	
assistance.	 	 She	 followed	 the	 principles	 in	Fitzpatrick	 v	 F.K.	 (2008)	 in	 assessing	Mr	McD’s	
capacity.	 	These	principles	 include	the	following:	“(1)	There	is	a	presumption	that	an	adult	
patient	has	 the	capacity,	 that	 is	 to	 say,	 the	 cognitive	ability,	 to	make	a	decision	 to	 refuse	
medical	treatment.	(2)	 In	determining	whether	a	patient	is	deprived	of	capacity	to	make	a	
decision	to	refuse	medical	treatment	the	test	 is	whether	the	patient's	cognitive	ability	has	



















informed	 and	 he/she	 does	 not	 require	 assistance	 to	 achieve	 that	 end	 (para.	 105).	 	 She	
distinguished	this	case	from	Fleming	v	 Ireland	 (2013),	where	 it	was	held	that	a	competent	
person	does	not	have	an	entitlement	to	the	benefit	of	assistance	to	end	her	life.		Baker	J.	also	
stated	that	the	prison	should	respect	Mr	McD’s	advance	directive	regarding	his	future	care	
(para.	 126),	 for	 the	 first	 time	 providing	 a	 binding	 ruling	 on	 the	 legal	 status	 of	 advance	
healthcare	directives	(Mulligan,	2015).					
	




his	own	decision	as	 to	whether	or	not	he	wishes	 to	end	his	 life	by	 starvation.”	While	 the	
outcome	of	the	case	turned	on	other	 issues	which	are	not	directly	relevant	to	this	article,	
including	possible	threats	to	the	applicant	from	other	prisoners,	the	court	approved	of	the	





































heavily	 relied	 on	 the	 unrepresentative	 Californian	 case	 of	 Thor	 v	 Superior	 Court	 (1993).	
Ultimately,	 Humphreys	 J.	made	 an	 order	 compelling	 treatment	 as	 “a	 prisoner	 in	 custody	
















This	 case	 also	 highlights	 a	matter	 of	 complexity	wherein	 courts	make	 decisions	 based	 on	
“prisoner”	status	of	an	individual	(even	if	the	individual	is	in	hospital)	as	opposed	to	health	
professionals	who	view	the	individual	as	a	“patient”.	In	their	determination,	the	court	must	
be	 cognizant	 of	 the	 status	 of	 the	 individual	 as	 prisoner.	 Under	 Irish	 law	 the	 “normal	









































underlying	 cause	 for	 food	 refusal	 (Brockman,	 1999).	 If	 a	 prisoner	 has	 a	mental	 disorder,	
he/she	may	be	transferred	from	a	prison	setting	to	a	Designated	Centre,	currently	the	Central	




































with	 an	 eating	 disorder,	 treatment	 of	 the	 underlying	 psychiatric	 condition	 would	 be	 in	
accordance	with	the	principles	of	consent	or	provisions	of	Section	56-60	of	the	Mental	Health	






















be	based	on	 the	 functional	 test	 set	 out	 in	 the	 legislation,	 rather	 than	 the	principles	 from	
Fitzpatrick	v	F.K.	(2009)	as	outlined	earlier.	
	
The	 assessment	 of	 capacity	 would	 be	 a	 matter	 for	 the	 attending	 general	
practitioner/physician	who	may	request	psychiatric	expertise.	In	practice,	a	joint	consultation	
may	 be	 indicated	wherein	 the	 physician	 provides	 information	 as	 to	 the	 potential	 risks	 of	








of	 the	 likely	 consequences	of	 their	 intended	action,	 including	 the	possibility	of	death	and	
keeping	in	mind,	any	existing	physical	illness	which	may	potentially	hasten	the	latter.	This	test	
for	capacity	is	specific	to	the	matter	being	assessed	and	whilst	the	primary	assessment	would	





































































Psychiatrists	 in	 the	 prison	 setting	may	 find	 themselves	 in	 a	 clinically,	 ethically	 and	 legally	
complex	situation	when	faced	with	someone	on	hunger	strike.	The	role	of	the	psychiatrist	in	
assessing	prisoners	on	hunger	strike	is	not	limited	to	the	diagnosis	and	treatment	of	mental	
illness	 but	 extends	 to	 assisting	 the	 assessment	 of	 capacity	 to	 refuse	 food	 as	 well	 as	 the	
motivation	 behind	 the	 hunger	 strike	 (Getaz	 et	 al,	 2012;	 Brockman,	 1999).	 From	 a	 clinical	










In	 practice	 however,	most	 prison	 hunger	 strikes	 are	 short	 lived	 (Garcia-Guerrero	&	 Vera-
Remartinez,	 2015)	 and,	 where	 they	 persist,	 and	 in	 particular,	 in	 complex	 circumstances	




















Carolan,	M.	 (10	November	 2014),	 “Anorexic	woman	may	be	 force-fed	 if	 necessary,	 judge	













































































































World	 Medical	 Association	 (2006),	 “World	 Medical	 Association	 Declaration	 on	 Hunger	
Strikers”	,Adopted	by	the	43rd	World	Medical	Assembly	Malta,	November	1991	and	revised	




























































































































The	 assessment	 and	management	 of	 prisoners	 on	 hunger	 strikes	 in	 a	 custodial	 setting	 is	
complex.	There	 is	 limited	clinical	guidance	available	for	psychiatrists	to	draw	upon	 in	such	

























































US	prison	and	 immigration	 service	definitions	use	 a	 cut-off	 of	 72	hours	of	 food	 refusal	 in	
defining	a	hunger	strike	(Wei	&	Brendel,	2010).				
	








uncommon	 but	 nonetheless	 challenging.	 There	 is	 limited	 specific	 guidance	 as	 to	 how	 to	
proceed	(Wei	&	Brendel,	2010)	with	such	a	referral.	The	role	of	the	medical	professional	is	
fraught	with	legal	and	ethical	complexities	(Sullivan	&	Romily,	2009)	and	any	guidance	would	
need	 to	 be	 consistent	 with	 relevant	 statutes,	 case	 law,	 human	 rights	 and	 constitutional	











2016).	 Irish	 prisons	 have	 access	 to	 primary	 care	 seven	 days	 a	 week.	 The	 prison	 General	













prisoner	 informs	 the	prison	authorities	 that	 s/he	 intends	 to	 refuse	 food	or	does	 so".	 This	
guidance	 is	 aimed	 largely	 at	 physical	 healthcare	 and	 recommends	 procedures	 specific	 to	
primary	healthcare	such	as	urgent	and	regular	review	by	a	general	practitioner	and	advises	a	














































has	 advantages	 over	 traditional	 methods	 in	 eliciting	 expert	 views	 such	 as	 brainstorming	
sessions	and	round-table	discussion	groups	to	reduce	bias	from	factors	such	as	the	presence	
of	a	dominant	personality,	a	‘bandwagon	effect’,	polarization	of	views,	and	the	unwillingness	
to	 change	 an	 opinion	 which	 had	 been	 publicly	 expressed.	 This	 technique	 replaces	 direct	













were	 received,	 and	 these	 five	 respondents	 completed	 subsequent	 rounds	 of	 the	 study	























































case	 of	 someone	who	 is	mentally	 unwell.	 Hospital	 diversion	was	 identified	 as	 potentially	
necessary	to	a	general	hospital	in	the	case	of	physical	deterioration	or	to	a	psychiatric	setting	
in	 the	 case	of	mental	 disorder.	 Participants	 suggested	 recourse	 to	 the	 courts	 for	 decision	
making	 in	 ‘life	or	death	circumstances’,	or	 in	cases	where	 there	was	either	uncertainty	or	
differing	opinions	in	relation	to	decision	making	capacity.	A	wide	range	of	legislation	including	
























‘food	 refusal’	 as	 a	 whole	 (Sullivan	 &	 Romily,	 2009)	 which	may	 have	 a	 number	 of	 causes	
including	 those	 driven	 by	 severe	 mental	 illness,	 particularly	 severe	 depression	 or	 acute	
psychosis	or	indeed	physical	illness	such	as	a	neurological	cause	or	acute	confusional	state.	
This	 differentiation	 is	 all-important	 and	 therefore	 all	 cases	 of	 food	 fluid	 refusal	 in	 prison	
should	as	a	minimum	be	seen	by	a	general	practitioner	to	evaluate	their	physical	health	prior	
to	review	by	a	psychiatrist	to	evaluate	their	mental	health.	The	general	practitioner,	based	on	
























The	 psychiatrist,	 in	 conjunction	with	 the	 above,	 should	 undertake	 a	 complete	 psychiatric	
assessment	including	a	history,	mental	state	examination	and	collateral	history	with	a	view	
to	identifying	any	mental	illness,	and	if	it	is	linked	to	the	food	refusal.	Mental	illness,	whilst	















need	 to	 be	managed	 as	 separate	 entities.	 In	 either	 case,	mental	 health	 and	 criminal	 law	









and	 communicate	 their	 decision.	 The	 individual	 should	 have	 been	 advised	 of	 the	 likely	
consequences	of	their	intended	action,	including	the	possibility	of	death	and	keeping	in	mind,	




























for	 decision-making.	 There	 is	 precedent	 for	 approaching	 the	 court	 in	 such	 circumstances	























































2012;	 Sakelliadis,	 Spiliopoulou	&	Papadodima,	2009;	Brockman,	 1999),	 guidance	 from	 the	
World	 Health	 Organisation	 (2014)	 and	 consistent	 with	 internationally	 accepted	 ethical	





The	 key	 strength	 of	 our	 study	 is	 the	 involvement	 of	 three	 disciplines:	 forensic	 (prison)	
psychiatrists,	a	legal	expert	and	an	expert	on	psychiatric	ethics.	The	use	of	the	Delphi	method	
lends	to	external	validity	by	bringing	together	the	views	of	a	number	of	experts	which	has	
strengths	 over	 a	 single	 opinion	 (Hasson	 et	 al,	 2000).	 Our	 response	 rate	 for	 each	 round	
exceeded	the	suggested	response	rate	of	70%	for	this	method	(Sumsion,	1998).	A	limitation	
of	our	study	is	that	the	overall	number	of	experts	involved	is	small,	as	would	be	expected	in	












on	 hunger	 strike	 is	 not	 limited	 to	 the	 diagnosis	 and	 treatment	 of	 mental	 disorder.	 The	
assessment	 of	 capacity	 to	 refuse	 food,	 and	 the	 assessment	 of	 the	motivation	 behind	 the	
hunger	 strike	 were	 seen	 as	 additional	 key	 tasks	 in	 keeping	 with	 published	 international	
viewpoints	from	jurisdictions	such	as	Switzerland	and	the	UK	(Getaz	et	al,	2012;	Brockman,	
1999).	Caenazzo,	Tozzo	&	Rodriguez	(2016)	from	an	Italian	viewpoint	additionally	suggest	the	












by	 a	 prison	 service.	 In	 the	 Irish	 republic,	 prison	 psychiatrists	 are	 employed	 by	 the	 health	

















confront	 an	 irreconcilable	 affront	 to	 the	 dignity	 of	 life.	 	 In	 order	 to	 offset	 what	 can	 be	
anticipated	 to	 cause	 psychological	 injury	 to	 the	 clinican(s)	 involved,	 a	 process	 of	 shared	

























































Table 2: Themes arising from responses to Initial Questionnaire 
Survey Question Themes arising 














Helpful measures • Multidisciplinary	Approach	
• Second	opinion	from	a	consultant	colleague	








Barriers to care • Assessment	with	prison	staff	in	close	proximity	
• Pressures	to	treat	as	a	mental	health	issue	in	the	absence	of	mental	
illness	
Frequency of review • Every	psychiatric	clinic	(1-3	times	weekly)	
• Daily	review	 if	mentally	unwell,	until	hospital	admission	and	 less	
frequent	if	no	mental	illness	
Circumstances when 
courts should be involved 
• In	 the	event	of	significant	deterioration	 in	physical	health	where	
there	is	uncertainty	around	capacity	
• In	the	absence	of	severe	mental	illness	or	in	the	case	of	personality	
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than	 international	prison	estimates.	This	study,	 therefore,	 represents	 the	most	up	to	date	
dataset	 that	can	help	 inform	research	and	policy	 initiatives	going	 forward.	Addressing	 the	
areas	 of	 need	 highlighted	 by	 the	 study	 will	 likely	 have	 humanitarian	 impact	 in	 terms	 of	
mitigation	of	suffering	but	also	positive	societal	impact	through	a	reduction	in	recidivism,	as	



































recognition	 of	 need	 and	 lack	 of	 services	 for	 those	 with	 ID	 has	 significant	 humanitarian	
implications	in	terms	of	suffering.	Chapter	3	of	this	thesis	systematically	reviewed	published	













The	 study	described	 in	Chapter	4	of	 this	 thesis	brought	 together	a	 group	of	professionals	
across	a	range	of	disciplines	with	nearly	200	years	of	combined	experience	to	propose	a	care	
pathway	for	those	with	ID	in	Irish	prisons.	It	identified	a	range	of	needs	–	protection	against	
exploitation,	 treatment	 of	 mental	 health	 comorbidity,	 care	 around	 physical	 health	
comorbidity	(particularly	seizure	disorder)	and	the	need	to	work	with	local	disability	services	
to	agree	diversion	 from	prison	 in	 specific	 circumstances.	This	 is	 the	 first	 such	agreed	care	







ethical	 complexities.	 Little	 guidance	 existed	 in	 relation	 to	 these	 issues	 in	 Irish	 prison	
healthcare	settings	predating	the	studies	 in	this	thesis.	Chapter	5	of	this	thesis	studies	the	
ethical	 complexities	 from	a	physician’s	perspective	 through	a	 systematic	 review	 reflecting	
studies	 from	 twelve	 jurisdictions.	The	ethical	position	worldwide	 largely	 converges	onto	a	
consensus	position	agreed	in	2006	called	the	“Declaration	of	Malta”.	This	study	found	that	
challenges	exist	in	jurisdictions	where	doctors	were	employed	directly	by	prison	authorities.	















































































































































DUNDRUM RATING SCALES 
	 SCORE	
DUNDRUM-1:TRIAGE	SECURITY	ITEMS	 0	 1	 2	 3	 4	
	
S1	 Seriousness	of	violence	 	 	 	 	 	
S2	 Seriousness	of	self-harm	 	 	 	 	 	
S3				 Immediacy	of	risk	of	violence	 	 	 	 	 	
S4						Immediacy	of	risk	of	suicide/	self	harm	 	 	 	 	 	
S5	 Specialist	forensic	need	 	 	 	 	 	
S6	 Absconding	/	eloping	 	 	 	 	 	
S7	 Preventing	access	 	 	 	 	 	
S8	 Victim	sensitivity/public	confidence				issues	 	 	 	 	 	
S9			 Complex	Risk	of	Violence	 	 	 	 	 	
S10	 Institutional	behaviour	 	 	 	 	 	




	 DUNDRUM-2:	TRIAGE	URGENCY	ITEMS	 0	 1	 2	 3	 4	
	
U	1							Current	Location	 	 	 	 	 	
U2	 Mental	Health	 	 	 	 	 	
U3	 Suicide	Prevention	 	 	 	 	 	
U4	 Humanitarian	 	 	 	 	 	
U5	 Systemic	 	 	 	 	 	
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